Since the Court report was published in 1976 there has been a consensus that the needs of children with disabilities are best met by child development teams. This study explored the structure, facilities, and organisational elements of child development teams operating in the South East Thames region by means of a structured interview with senior professionals involved with organising services for children with disabilities in 14 of 15 health districts in the region. Although all districts had a designated child development team, not all core professionals were adequately represented and four of 14 districts had no child development centre. The quality of buildings and facilities was variable. Teams that did not have a physical base in the form of a centre had fewer staff in the service and poorer facilities. There is a need for further consensus work about broad guidelines on the requirements ofchild development teams. These will help to inform purchasing authorities about the needs of children with disabilities living in their districts.
The Sheldon Committee which reported in 1967 advised that children with disabilities should be assessed by a multidisciplinary team in child assessment centres.1 This was a new and untried concept. Since then some of the original centres created in the early 1970s have been hailed as models of excellence.2 The Court report in 1976 paid particular attention to services for children with disabilities and set the agenda for the future of paediatric services in the United Kingdom.3 The report indicated areas of overlap in service, the poor service coverage, and the generally inadequate communication links within and between services for disabled children. It recommended that each district health authority should set up a district handicap team to improve services for these children and their families. It proposed that the team should consist of the following core professionals: a consultant community paediatrician, a specialist health visitor, a social worker, a teacher, and a psychologist.
These professionals would have the appropriate specialist expertise to determine the service needs of children with disabilities. The role of the team was further defined as clinical (dealing with patient management) and operational (carrying out evaluations, research, training, and development of services). It was envisaged that the team would act as a resource centre for other professionals and the local community.
In the years that followed, many district handicap teams and centres were established. Bax and Whitmore surveyed district handicap teams in England in 1983 and 1988 using a postal questionnaire4; although 78% of districts in 1988 had either a child assessment centre or a team, or both, only 32% of districts in 1983 and 37% in 1988 were running a district handicap team as advised by the Court report. Bax and Whitmore renewed the call for a team approach with further input from relevant specialists (such as neurologists and orthopaedic surgeons), and stressed the need for developing the operational aspects of team work.4 They advocated that district handicap teams should be renamed child development centres, with the centre referring to the team of professionals rather than a centre building, and that they should cater for the whole spectrum of long term physical and learning disabilities up to the age of 16 years, or for those in special education to 19 years of age. Mencap (the Royal Society for Mentally Handicapped Adults and Children) promoted the views of parents about the role of child development teams.5 Parents preferred home visits by a member of the team before assessment to give their perspective of the child's problem. They favoured short or partial home assessments and wanted to be closely involved with the way the services were organised. Mencap proposed parental representation on child development centre management committees as a means of achieving this.
The present study reviewed the child development teams in the South East Thames region of England, which serves a total population of three and a half million in 
Assessments
Three teams conducted joint assessments by the relevant team members during an assessment period in the centre nursery, followed by a joint feedback session to the family during which problems were discussed and services for the child were planned. Usually, however, assessments were performed at different times by individual team members. All the teams assessed children on a variety of sites outside the centre, including local nurseries, educational units, and the home. Medical staff in 11 districts had on occasion assessed children at home.
Team meetings
Most teams met regularly to discuss the children on their case loads. There was a wide spectrum in the frequency of review (from weekly to every two months) and the number of children reviewed (problem cases only v review of the whole case load on a six monthly or annual basis). New referrals were discussed by some teams in a separate meeting. Only three teams limited their reviews to preschool children.
Many school age children attending special schools were discussed in multidisciplinary school meetings. Parents were present at the review in a minority of district team meetings, and two teams regularly sent copies of all assessments to the parents. The remaining teams sent reports occasionally but not as a matter of policy.
AUDIT AND OPERATIONAL ROLE Information technology Half of the teams held their case records on a computer; only three teams used functional as well as diagnostic coding. It was not practical, or often possible, within the time limits of the interview to determine the precise number of children on the special needs register and the breakdown of their working diagnoses. A regional subgroup of community paediatricians has been meeting to plan the implementation of the special needs module of the child health computing program for the region as a whole. therapeutic services. The buildings are a community resource and information centre for children and their families. Three of the four teams with no centre building had neither administrative nor secretarial back up, as opposed to one of 10 teams based in a building; the same three teams did not include representation from three or more key professional groups as opposed to two of 10 centre based teams (table) . Where a building was available, a lack of proper facilities such as equipment storage, office space, parking, security, and access was common.
Some centre based staffwere keen, however, that their building was not regarded as the only place where children with special needs living in the district should be seen. A flexibility of venues for assessments and treatment was also regarded as important by parents, as expressed in the Mencap report.5
Most of the teams do not hold a preliminary planning session with parents, nor do they assess children in a truly multidisciplinary way during set assessment periods. This mode of function requires strong administrative backup, a commitment to joint work, adequate time, and a suitable and convenient venue. It is likely that the absence of some of these factors prevented most of the teams from fully carrying out multidisciplinary assessments.
Many consultants spontaneously expressed concern over the lack of provision for the young disabled adult. This study did not inquire further into the exact provision provided but the problem was addressed by the Royal College of Physicians in 1986 and their report recommended a strengthening of services for this group of subjects.6 A survey of more than 100 physically disabled young people by Thomas et al further illustrates the severe deficiency of all services provided.7 This evidence supports our conclusion that teams should retain young people on their case loads until school leaving age.
The implementation of the special needs module of the child health computing system throughout the region in 1993 should facilitate the operational and audit roles of child development teams and provide standard information for epidemiological surveys.
Financial and commissioning issues lie at the heart of the proper provision of tertiary prevention services for children with disabilities. There is a need for establishing substantive guidelines and protocols that would define desirable clinical and operational practices for child development teams. These should avoid being over prescriptive while addressing the crucial commissioning and financial issues in providing tertiary prevention services for disabled children. In March 1993 a childhood disability subgroup was convened with proposed links with the British Association for Community Child Health and the British Paediatric Neurology Association. This group may prove to be an appropriate forum to carry out such work and to help paediatricians inform commissioning authorities about the true costs of providing child development teams for their child population.
We The evaluation described in this paper addresses only the first two of the three stages of audit; it focuses on structure and looks briefly at process, but ignores outcome. Although the authors presumably feel that the standard of service for disabled children in many districts leaves much to be desired, they do not provide any direct evidence for this. The assessment of long term outcomes in the management of disabled children is of course very difficult, because severely disabled children rarely show a dramatic gain in development or function and very few can ever be said to have been 'cured'.
Nevertheless, there are short term outcomes such as parental adjustment and satisfaction, and effective service utilisation, which could be assessed by each child development centre team. After all, the aim of the child development centre is not merely to accelerate developmental progress. An equally important role is helping the parents to comprehend what it means to have a handicapped child and to deal with their grief and anger. The extent to which parents and professionals are able to collaborate to help the child is itself a measure of good care.
Districts where the professionals have learnt to work as a child development team and are based in a child development centre will probably fulfil this wider role more effectively than those where no team or centre exists. Nevertheless, parents cannot be expected to be any more interested in concepts like 'multidisciplinary working' or 'district handicap team' than in who holds the contract for cleaning the child development centre toilets! The key question is not whether we have a particular structure in our child development team or centre, but how the service looks to the consumer-'what is the experience like, for a parent in our district, who is concerned about a suspected disability in their child?'.
In our own district audit, which will be reported in detail elsewhere, we asked parents this question. Three main themes emerged in their answers. Firstly, the way in which the news breaking process was handled was immensely important, as so many other authors have found.5 Secondly, problems with 'boundary disputes' and poor information transfer between health, education, and social services caused considerable irritation (in spite of our immense efforts, which we believed had been successful, to overcome these problems). Clearly we had not yet achieved the single front door as effectively as we had thought. Thirdly, we learnt that our notion of the multidisciplinary team was a somewhat artificial construct, as every family had built their own particular and unique team of professionals to cater for their child's needs. Sometimes this team did not include any of the 'core members' of the child development centre. Indeed, it did not always include health professionals at all. The parents were interested in their whole network of support and how it had worked from the beginning, not just in the child development centre.
We called our audit 'Can we do better?'.
There can be few child development teams who could not do better, even without additional resources. The first task is for the team to review its goals and consider its modus operandi -so it is perhaps surprising that in the Zahir and Bennett study very few teams had 'awaydays'. Secondly, clinicians must be involved in management within their provider unit. If we have already clarified our own objectives in the care of the disabled child, it
